In a direct conversation, Dr.Yadava discusses the issue of conversion to sternotomy in Minimally Invasive Cardiac Surgery (MICS) with Dr. Fillip Casselman. The training threshold, reasons for conversion and proper patient selection have been emphasized.
Dr. Casselman emphasizes (video) that there is a significant learning curve to MICS and the threshold is around 50 cases for a senior surgeon although a number of 75 has been suggested in the literature [1] . The incidence of conversion is around 2-3%. For minimally invasive mitral surgery and for coronary artery bypass surgery (CABG), both of which require thoracic approach; the main reason for early conversion (50% of cases) is the presence of unexpected lung adhesions [2] . Prof. Casselman feels this should ideally be not called a conversion, but rather a strategy change. In aortic valve replacement, however, which is carried out through a sternotomy, lung adhesions do not have much role and the main reason for conversion is cannulation issues [2] . Dr. Yadava observes that with subclinical inflammation of diseases like rheumatic fever and tuberculosis existing virtually in epidemic proportions in a country like India, the consequent lung adhesions may be a very important limiting factor in choosing minimally invasive approach. Dr. Casselman re-emphasizes that in presence of significant lung adhesions, it is prudent to convert rather than persist with MICS. The main reason, however, for late conversion is either bleeding or other medical conditions necessitating conversion. The mortality in these late conversions is three to five times higher, and at times, is related more to the reason for conversion rather than the conversion itself. For example, in atrio-ventricular (AV) rupture, the mortality is obviously likely to be high, as compared to a conversion for bleeding from the pacemaker site.
Patient selection, especially for beginners, is of prime importance in avoiding conversions and due attention should be paid to body habitus, obese patients should be avoided, as also magnetic resonance imaging (MRI) screening for femoro-iliac vessels should be a routine for all patients to avoid any cannulation-related problems [3] .
